HER FIRST CASE 


By JEANNETTE M. GARDNER 
Graduate of Christ Hospital, Jersey City, N. J. 

I was only sixteen at the time, a country girl on a large farm. Our 
nearest neighbor, an old lady, had just come home from the shore, having 
staid rather late that year, helping to close the cottage. In the cleaning 
process she had taken cold. The doctor ordered a nurse, as she was a 
trifle delirious at times. 

Domestic nurses were the only kind we knew of in that part of the 
country in those days. Frequently our nurses were kindly neighbors 
who helped tide us over the critical times. When the nurse arrived (how 
well I remember her, she being our seamstress), the patient did not 
like her, and after a day’s stay she was taken home in disgust. I, in 
my ignorance was pressed into service. 

At eleven o’clock at night the patient ordered a hot bath for herself. 
Every one was in bed, but I set about getting it ready, started a wood 
fire in the kitchen stove, put the water on in kettles, pots and wash- 
boiler, put bricks in the oven, and started up the sitting-room fire; my 
patient’s room and the sitting-room joined. I brought two laundry 
tubs (wash-tubs we called them) into the sitting-room, and placed a 
narrow board across one tub on which my patient was to sit. Then T 
half filled each tub with hot water. The patient sat on the board with 
her feet in the second tub. All about the tubs and patient were draped 
homespun blankets and patch-work quilts. When she had steamed 
thoroughly, I scrubbed her all over with a stiff nail-brush. Then T 
rolled her in a sheet, stretched her on the floor on a bear-skin rug, and 
patted and pinched and kneaded until T was fearful of results, this 
form of treatment being unheard of among us. All this while the 
bricks were heating the bed. The patient then took a copious drink of 
hot water, went to bed, and slept like an infant until fi a.at. 

The patient directed the whole thing, and T always call it my first 
lesson in nursing, as she gave a why and wherefore for each step taken. 
It was because the first nurse refused to give this bath that she had been 
sent home. The next day the doctor told me nursing should be my 
vocation as I knew how to humor whims. 

In time I trained and properly fitted myself for the work, hut T 
look back on that, my first case, with great pleasure and reverence. T was 

with that dear soul three months and in many wavs she laid a firmer 
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foundation than she know. Recently she had my baby sister care for 
her (it being tier first case, too) and now the dear one has passed to the 
Great Beyond at the ripe age of eighty-three. 


SOME POINTS IN THE NURSING OF A FRACTURED 
FEMUR IN THE HOME 

By M Alt ION G. PARSONS 

Graduate of the Boston City Hospital Training School for Nurses; Operating 
Room Nurse in the Boothby Surgical Hospital, Boston 

This care of a ease of fracture of the femur falls naturally into two 
divisions: first, the surgical cart', which includes diagnosis, reduction of 
the fracture, and selection and application of suitable apparatus for 
keeping the ends of the hone in position; second, the nursing care, which 
includes keeping the apparatus properly adjusted and promoting the 
patient's health and comfort in ('very way so that repair may he uninter¬ 
rupted and that no complications may arise. The first belongs entirely 
to the surgeon, the second to tin* nurse. 

To perform the nurse's part successfully she must keep in mind 
the anatomical condition which exists. When the femur is broken 
there is a marked tendency of the fragments to slip by or to override 
each other, due to spasmodic contraction of the powerful thigh muscles. 
In the treatment, of the east* the object is to bring the separated ends 
into apposition and to maintain this position by apparatus strong enough 
to antagonize the muscular contraction and to keep the limb quiet until 
union takes place. 

Buck's extension apparatus is most frequently used for this pur¬ 
pose. It consists essentially of weights attached to a cord which runs 
over a pulley and is fastened to the leg by strips of adhesive plaster 
extending from just above the ankle to the point of fracture. In addi¬ 
tion, a T-splint to immobilize the leg and body of the patient, and 
coaptation splints to immobilize the ends of the fractured hone are 
used. For old patients, who cannot endure the prolonged confinement 
in one position, a T-splint to secure fixation without extension or, in 
extreme cases, sand hags alone may he used. A patient may he very 
uncomfortable during the first few da vs from the constrained position 
and from the strain of the extension, there may he extreme restlessness, 
pain, and a rise in temperature. The friends are usually much dis¬ 
tressed by these symptoms and should he reassured by the nurse, as in a 
few days the patient becomes accustomed to his condition and all goes 



